Background: A history of coronary artery bypass graft (CABG) is a common compelling indication for transcatheter aortic valve replacement (TAVR). However, there is little data on how these patients compare to other TAVR patients. In this study, the short and long-term outcomes of these TAVR patients after CABG are defined.
Introduction
The minimally invasive nature of transcatheter aortic valve replacement (TAVR) has made this procedure an attractive option for patient with symptomatic aortic stenosis with elevated surgical risk. Many factors increase the risk associated with surgical aortic valve replacement (SAVR) including porcelain aorta, prior sternotomy, prior chest irradiation, severe chest deformity, medical frailty, significant lung disease, and cirrhosis. But perhaps the strongest contraindication to SAVR is a history of coronary artery bypass graft (CABG) surgery. Previous studies have shown that cardiac reoperation is associated with an increase in perioperative myocardial infarctions, lowoutput heart failure, and death [1] . CABG is particularly high risk secondary to iatrogenic changes in anatomy such as a left internal mammary artery that crosses the midline.
Multiple studies have shown TAVR to be a superior option in high or intermediate risk surgical candidates [2, 3] . However there is conflicting evidence in the post-CABG population in regard to TAVR outcomes. For instance, Greason et al found that in comparison to SAVR, TAVR was associated with a nonstatistical trend toward greater all-cause mortality and a significant increase rehospitalization. In this study, TAVR was associated with a 36.1% death rate at 2 years [4] . On the other hand, studies by Nguyen et al and others have shown similar to improved outcomes with TAVR in this specific population [5, 6] .
There is however a paucity of data on how patients with a history of prior CABG compare to other TAVR patients in terms of periprocedural and long-term outcomes. Historically, patients with history of CABG have increased mortality following major vascular procedures [7] . There may be clinically significant differences in procedural complications and clinical consequences that may be avoidable and potentially intervenable in the periprocedural and postprocedural period.
Furthermore, the published research on the outcomes and safety TAVR in patients with a history of CABG has all been from larger urban medical centers. These studies were conducted mainly at large volume centers which traditionally have more experience and better surgical outcomes for these advanced procedures. It is vital that the safety of TAVR in his particular patient population be also established in smaller, more rural surgical center as well. Our objective in this study was to both further establish the safety and acceptability of TAVR in patients with a history of CABG and demonstrate that post-TAVR outcomes from a smaller surgical center are comparable to the outcomes from urban medical centers.
Methods
A single institution retrospective cohort study was conducted. [8] . Heart failure exacerbation was defined as a gradual or rapid change in heart failure signs and symptoms resulting in a need for a change in therapy or hospitalization. Informed consent was not required for inclusion in our retrospective study due to the nature of the study, and the absence of any direct interventions. This study protocol received dual IRB approval from the University of North Dakota IRB and from the Sanford Health IRB. The Fisher's exact test was performed to determine statistical significance of categorical data and t-test or Wilcoxon two-sample test were used to determine the statistical significance continuous variables. All P-values were two-sided, and P-values < 0.05 were considered significant.
Results
A total of 96 of the 337 patients reviewed had a history of Values are mean (standard deviation) or n (%).
Cardiol Res. 2018;9(1):40-45 CABG prior to TAVR. Baseline characteristics for both groups are given in Table 1 . Several statistically significant differences were noted in sex, STS risk score, EuroSCORE, preprocedural coronary artery disease (CAD), preprocedural abdominal aortic aneurysm (AAA). There were also slight differences in the utilization of several cardiovascular pharmacological agents including aspirin, beta blockers, and statins. There was a high amount of significant comorbidities in both groups including a 73% prevalence of CAD in the entire cohort. Mean age of the entire cohort was 79.3 years of age. Procedural characteristics for both groups are given in Table 2 . There was no statistical differences in the specific type of valve used, however there was small, but statistical significantly difference in mean valve size. Pre-and postprocedural echocardiographic data are given in Table 3 . Differences in valve area, peak aortic velocity, peak and mean aortic gradient, and ejection fraction were noted at baseline. Patients with a history of CABG had a lower mean ejection fraction, but slight less aortic valve obstruction than controls. The baseline difference in ejection was sustained directly following the procedure, and patients with prior CABG had less of ejection fraction improvement at 24 h post-TAVR. The difference in ejection fraction at 1 year following the procedure was not significant. Finally, the primary and secondary outcomes data for this study are given in Table 4 . There was a nonsignificant trend towards improved overall survival in the CABG cohort. However, a history of prior CABG was associated with a statistically significant increase in need for post-TAVR PPM implantation. No other significant differences in study outcomes were noted between the two groups.
Discussion
This study further characterizes the efficacy and safety of TAVR in patients with a history of severe aortic stenosis and prior CABG and gives evidence to suggest that outcomes from lower volume centers are equitable to the previous published multicenter studies. Furthermore, although this study does not directly compare TAVR outcomes to SAVR outcomes, this study helps dispel concerns about an excessive risk of increased overall mortality with TAVR after CABG and demonstrates clinically acceptable outcomes in this specific population.
Importantly, our study also establishes the clinical safety of a TAVR in patient with prior CABG. As previously noted, concerns about the safety of major vascular interventions after CABG were formerly warranted. However, we found no difference in overall survival between the two cohorts in this study and actually found a nonsignificant trend towards improved overall survival. This trend is remarkable given the larger risk surgical risk and increased burden of significant comorbidities at baseline. For instance, our prior CABG cohort did have a much larger proportion of male patient which has been associated with increased mortality after TAVR in some studies [9] . As evidence in lower surgical risk population evolves, comparisons between prospectively defined TAVR patient groups will become of increased clinical importance and define clinical indication for post-TAVR follow-up.
This study did find a significant increase in post-TAVR PPM implantation after TAVR in post-CABG patients. To our knowledge, this is the first study to document an increased risk in TAVR-associated PPM in a specific and non-electrophysiologically defined patient population. This risk could potentially be reduced by high valve positioning, which has been associated with lower risk of PPM [10] . Frequent electrocardiogram (EKG) monitoring in immediate and short-term follow-up period in this specific patient population may be indicated.
The noninferiority of survival outcomes in the prior CABG cohort in our study despite higher EuroSCORE and [11] . On the other hand, a meta-analysis from 2014 suggested that both of these scoring algorithms underestimate the risk of TAVR [12] . Taken together, these studies and the findings of this study suggest that there needs to be a more personalized and academically more rigorous way of estimating the risk of TAVR in the periprocedural period. More studies on patients' specific factors like a history of prior CABG will advance the understanding of TAVR and help define which factors are true determinants of preoperative risk. Finally, our study does have some limitations including its retrospective design, single center experiences, and variability in the length of post-TAVR follow-up. Unsurprisingly, there are some statistically significant differences in baseline characteristics, however these differences are of little clinical significance and likely do not impact this study's conclusions. Previous studies have shown that male sex may be a negative prognostic marker post-TAVR, however the effect size of this appears to be small [9, 13] . A history of CAD regardless of severity prior to TAVR has not been associated with worse outcomes after TAVR [14] . The impact of HMG Co-A reductase inhibitors on TAVR outcomes has been studied only retrospectively to date and there is an overall paucity of data, including no data from large databases [15] . Additionally, we are not aware any data that would suggest a difference in outcomes in patients with a history of AAA or the absence of beta blocker or aspirin use prior to TAVR.
Conclusions
In this single center study of patients undergoing TAVR, no difference in overall survival was seen in patients with a prior history of CABG versus a cohort of patient without a history of CABG. A history of prior CABG was associated with an increased risk of post-TAVR PPM implantation. This study affirms the efficacy and safety of TAVR in prior CABG patients in comparison to other TAVR patients at lower predicted surgical risk. Our study also confirms the safety of TAVR in this specific population in lower volume centers. Values are % (n). MACCE: major adverse cardiovascular and cerebrovascular events, defined as death from any cause, myocardial infarction, rehospitalization, and stroke.
